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Abstract
Introduction: Well-organised clinical cooperation between health and social services has been difficult to achieve in Sweden as in other 
countries. This paper presents an empirical study of a mental health coordination network in one area in Stockholm. The aim was to 
describe the development and nature of coordination within a mental health and social care consortium and to assess the impact on care 
processes and client outcomes.
Method: Data was gathered through interviews with ‘joint coordinators’ (n=6) from three rehabilitation units. The interviews focused on 
coordination activities aimed at supporting the clients’ needs and investigated how the joint coordinators acted according to the consor-
tium’s holistic approach. Data on The Camberwell Assessment of Need (CAN-S) showing clients’ satisfaction was used to assess on set 
of outcomes (n=1262).
Results: The findings revealed different coordination activities and factors both helping and hindering the network coordination activi-
ties. One helpful factor was the history of local and personal informal cooperation and shared responsibilities evident. Unclear roles and 
routines hindered cooperation.
Conclusions: This contribution is an empirical example and a model for organisations establishing structures for network coordination. 
One lesson for current policy about integrated health care is to adapt and implement joint coordinators where full structural integration is 
not possible. Another lesson, based on the idea of patient quality by coordinated care, is specifically to adapt the work of the local addic-
tion treatment and preventive team (ATPT)—an independent special team in the psychiatric outpatient care that provides consultation and 
support to the units and serves psychotic clients with addictive problems.
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Introduction and problem 
statement
Poorly linked health and social care services for men-
tal health clients have been reported in many coun-
tries and different approaches for better coordination 
are being pursued [1]. ‘Integrated care’ has become 
a component of health and social care reform across 
Europe,  defined  as  “bringing  together  inputs,  deliv-
ery, management and organisation of services related 
to  diagnosis,  treatment  and  care,  rehabilitation  and 
health promotion” [2, p. 7]. However, evidence indi-
cates that there is a gap between policy intent and 
practical application [3]. Putting models of integrated 
care into practice is challenging, and progress toward 
integrated care has been limited. ‘Under-coordination’ 
has been shown to increase risks, adverse events and 
increases costs [4]. Some of the failings are related to 
unclear responsibilities for the patient and their prob-
lems, which result in information loss as the patient 
navigates  the  system  [3].  Other  failings  are  related 
to poor communication with the patient and between 
health and social care providers treating patients for 
one condition without recognising other needs or con-
ditions, thereby undermining the overall effectiveness 
of treatment [3].
Efforts to describe the fragmentation problem and for-
mulate solutions seem complex, partly due to a lack of 
shared definitions of terms like coordination and con-
tinuity of care. A multidisciplinary review demonstrates 
that concepts like coordination of care, continuum of 
care, discharge planning, case management, integra-
tion  of  services,  and  seamless  care  are  frequently 
used synonymously [5]. More recently, integration has 
been described as an elastic term [6, 7]—a circum-
stance that has implications for both patient safety and 
continuity of care in complicating evaluation efforts and 
constructive  communication.  To  further  illustrate  the 
complexity, integration is often pictured along a con-
tinuum of inter-organisational relations, extending from 
a complete autonomy of organisations through inter-
mediate forms of consultation and consolidation to a 
merger of organisations [7, 8]. Parallel to that, distinc-
tions among linkage, coordination and full integration, 
where linkage allows individuals with mild to moderate 
or new disabilities to be cared for appropriately in sys-
tems that serve the whole population without having to 
rely on outside systems for special relationships are 
also made [9]. At the second level, coordination refers 
to explicit structures and individual managers installed 
to coordinate benefits and care across acute and other 
systems. In comparison, coordination is a more struc-
tured form of integration than linkage, but it still oper-
ates largely through the separate structures of current 
systems. Finally, full integration creates new programs 
or units where resources from multiple systems are 
pooled.
Well-organised cooperation between health and social 
services has been difficult to achieve in Sweden, as 
in other countries. Within mental health care, where 
flexible, personalised, and seamless care is needed, 
clients are regularly seen by several professionals in 
a wide variety of organisations and sites, which often 
causes fragmentation of care and gaps in the continu-
ity in care. Case management is often described as 
a method for coordination, integration and allocation 
of resources for individualised care for mental health 
clients [10, 11]. Case management is well-established 
as  a  major  component  of  psychiatric  treatment  in 
most Western countries and has been for up to 20 
years in some areas [10]. Coordination in networks is 
described as a structured type of integration operating 
largely through existing organisational units aimed at 
coordination of various health services, to share clini-
cal information, and to manage the transition of clients 
between care units [12]. Network structures include, 
but also reach beyond, linkages, coordination, or task 
force action. Unlike networks, in which people are only 
loosely  linked  to  each  other,  in  a  network  structure 
people must actively work together to accomplish what 
they recognize as a problem or issue of mutual con-
cern [13].
As a basic assumption, organisational network struc-
tures  alone  are  not  sufficient  to  produce  integrated 
practice, but still, well-organised coordination of care 
may help to improve care quality, patient safety, health 
system efficiency, and patient satisfaction [1]. Today, 
the  relationships  in  mental  health  care  are  typically 
established with a team rather than a single provider 
and coordination often extends to social services such 
as housing and daytime activities where care coordina-
tors are appointed to facilitate both health and social 
services [5]. Identified as a unique feature, still topical in 
mental health care, is the continuity of contacts, where 
the care team maintains contact with clients, monitors 
their progress, and facilitates access to services [14].
The aim of this study was to document and describe a 
well-established coordination structure within a mental 
health and social care consortium but also to explore 
these structures impact on care organisation and client 
outcomes.
Research questions
A review of the research identifies a need to further 
increase  our  knowledge  about  how  to  economically 
and resourcefully organise coordination networks for 
improved mental health services and identify what fac-
tors are helping and hindering. To meet that objective, International Journal of Integrated Care  – Vol. 10, 25 August 2010 – ISSN 1568-4156  – http://www.ijic.org/
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identification of relevant indicators of end results for 
clients was included. Specifically, this study addresses 
the following questions:
What  main  coordination  elements  constitute  the    •
Södertälje mental health and social care consor-
tium?
Which factors emerge as most essential for helping    •
and hindering coordination?
To what extent has the integrated model influenced    •
the clients’ satisfaction?
Theory and methods
Phase A: Describing the formation 
of the mental health and social care 
consortium
Method
In 2007, Medical Management Centre (MMC) at Karo-
linska  Institute  started  a  longitudinal  study  of  inno-
vations in Stockholm health care. The design was a 
multiple  case  study  focusing  on  12  local  innovation 
practices within Stockholm County. The program was 
implemented in accordance with the core elements of 
action research [15, 16]. Action research is well suited 
to help solving real-life problems at hand. In order to 
meet  the  problem-solving  intention,  action  research 
should encompass a conjunction of research, action 
and democratic participation [17]. One of the 12 case 
studies covered the Södertälje mental health and social 
care consortium.
The setting for the study: The Södertälje mental 
health and social care consortium
The Södertälje mental health and social care consor-
tium is a cooperative model involving a county psy-
chiatry  clinic  and  the  municipal  social  services  and 
sheltered housing and rehabilitation units. Since 1996 
the  consortium  has  made  major  changes  for  better 
care across unit boundaries to chronic mental health 
clients.  Some  of  the  key  changes  made  to  develop 
the cooperative model were the formation of a joint 
steering group in 1996 for representatives from both 
the county psychiatry clinic and the municipal social 
services. Another change was the implementation of 
standardised assessments and follow-up of individual 
needs and service outcomes using The Camberwell 
Assessment of Need (CAN) scale. The assessment 
scale, introduced in 1997, is a 22-item measure for 
assessment of health and social needs of people with 
mental health problems [18, 19]. A third key change 
was the introduction of ‘joint coordinators’ from both 
the  county  psychiatry  clinic  and  the  local  municipal 
social services. The joint coordinators, based in the 
same office, aim at shared coordination for each client. 
The main actions to bring about the innovation content 
changes described above were:
actions to formulate a shared vision for the service,   •
actions to prepare a plan and present this to differ-   •
ent local and county committees,
actions to apply for and use national capital finance    •
available for mental health developments,
actions to build and start services at three shared    •
rehabilitation units.
Today, the majority of the clients within the consortium 
are diagnosed with schizophrenia and a few are diag-
nosed with schizoaffective psychosis or passing psy-
chosis. A small number of clients have bipolar disorders 
and functional disorders. The core of the consortium 
consists of three daytime rehabilitation units. Both the 
county psychiatry clinic and the municipal social ser-
vices share a holistic approach to clients needs.
The initial phase of the case study investigated the 
origin of the consortium, explicitly the basic ideas and 
actions that guided the local change agents’ first steps 
in the development work. Structured interviews with 
key  persons  (n=10)  at  various  organisational  levels 
helped to reconstruct the program theory and show 
important changes and factors both helping and hin-
dering the continuous development work.
Coordination in networks for improved mental health 
service
In  Södertälje,  each  client  within  the  consortium  has 
one coordinator from each service. The joint coordina-
tors have central tasks in helping chronic mental health 
clients to recover for example through assessments of 
needs, which is an essential measure for the estab-
lishment of rehabilitation plans. Nurses, occupational 
therapists and rehabilitation assistants primarily hold 
the role as coordinator. Central in this case, the mental 
health coordination is strongly characterised by activi-
ties where joint coordinators are appointed to facilitate 
both mental health and social services. Since medical 
and social rehabilitation often overlap within the men-
tal health consortium, staff activities are organised in 
networks rather than conventional client pathways [20, 
21]. This specific form of integration model includes 
both  seamless  care  arrangements  and  health  care 
networks and shares some elements both with asser-
tive community treatment [22] and case management 
[23, 24].
Phase B: Details of clinical coordination
Method
The case study design
A multiple-case study approach [25] was applied for 
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to take action and provide care according to the con-
sortium’s holistic approach to client needs. The benefit 
of multiple cases was considered and replication logic 
was followed [25]. A series of structured interviews with 
joint coordinators from each of the three rehabilitation 
units was performed in 2009. The aim of the interviews 
was  to  explore  the  joint  coordinators  view  on  cur-
rent conditions and their prerequisites to take action 
according to the consortium’s idea of prioritising the   
clients’ needs. CAN-data reflecting the clients’ satisfac-
tion with help received from both professional services 
and relatives was applied as an outcome indicator for 
the joint coordinators work on integrated mental health 
care.
Selection of coordinators
The  first  line  managers  at  each  rehabilitation  unit 
administered the selection of coordinators who were 
selected on the basis of their practical ability to par-
ticipate in the interviews. A total number of six joint 
coordinators divided into three rehabilitation units were 
sampled. Four of these were senior coordinators (>5 
years experience) and two had shorter experience in 
the role (1–5 years). The variation was considered a 
strength given the purpose of the study was to provide 
a broad description of the coordinators view on their 
current conditions.
Interview protocol
The design of the interview protocol was based on five 
fundamental areas of need defined as; daytime activi-
ties, psychotic symptoms, contact with authorities and 
financial issues, interaction with family and relatives, 
drug  and  alcohol.  These  themes  were  identified  as 
fundamental to the clients’ well-being and were also 
included  as  separate  items  in  the  CAN-scale.  The 
interviews aimed at exploring current network-based 
interactions  but  also  to  identify  factors  both  helping 
and hindering the current work. Minutes of meetings 
and documents describing the development work gath-
ered all through the case study helped to structure the 
interview protocol. The protocol and the thematic list of 
central areas of need was assessed and approved by 
a reference group established to support the research-
ers work.
Interview procedure
All together, three pair interviews with six joint coordi-
nators were completed at the rehabilitation units. The 
time consumed varied between 60 and 90 minutes. All 
coordinators authorised the researcher (JH) to record 
the interview session with a digital recorder. Added to 
that, the researcher made written notes during the ses-
sion. All coordinators were informed about the purpose 
of the task and the researcher’s assurance of integrity 
and confidentiality (informed consent).
Data analysis
All interviews were transcribed verbatim and analy-
sed  by  procedures  following  basic  content  analysis 
[26–28]. Interview data were then structured into cat-
egories following the five areas of need. Descriptive 
networks illustrating direct and indirect planning activi-
ties were produced to represent the coordinated care 
process. Factors described as helping and hindering 
the  coordination  was  identified.  Based  on  common 
themes and emergent patterns in the interview data, 
quotations were selected and translated from Swed-
ish to English. Conclusions were then formulated and 
reported back to the coordinators via the study refer-
ence group.
Based on the main themes in the interview protocol, 
five corresponding items in the CAN-scale were iden-
tified  and  selected  for  outcome  measure  reflecting 
the clients’ experience of the Södertälje mental health 
and social care consortium. The items were; daytime 
activities,  medical  supervision,  money,  interaction 
with  family  and  relatives,  drug  and  alcohol.  Group 
level data on clients’ self-assessments covering the 
years 1997/98, 2002, 2004, 2006 and 2008 and were 
applied as outcome indicators for integrated mental 
health care. The analysis included all available self-
assessments  made  by  clients  in  the  mental  health 
consortium during the period (n=1262). Variables like 
gender, age, previous admissions and length of con-
tact with services have deliberately been omitted from 
the analysis. The analysis focused on the clients’ self-
assessments  regarding  their  satisfaction  with  help 
received from the joint coordinators. All documents 
were archived in a case study database together with 
transcribed interviews, minutes of meetings and case 
study notes.
Ethical considerations
This study was ethically approved by the regional eth-
ical review board in Stockholm at Karolinska Institute, 
Sweden. In addition, all program activities described 
were approved by the participating organisation and 
the data gathering followed The American Psycho-
logical Association’s  ethical  principles  and  code  of 
conduct.
Results
The result section begins with a description built from 
the interviews with the joint coordinators on planning 
activities performed within the consortium. The inter-
view findings is organised in five themes (A–E). Then 
findings are presented about the clients’ self-assess-
ments regarding satisfaction with help received from 
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Interviews with joint coordinators
Theme A:  Daytime  activities.  The  coordinators  pri-
marily mentioned contacts with practice planners, the 
preparatory group, employers and the Swedish Social 
Insurance Agency as central for coordination of day-
time activities. Contacts with physicians and relatives 
were  only  mentioned  on  a  few  occasions.  Factors 
helping  the  current  daytime  activities  included  the 
practice planner, which was described as a central 
function by the coordinators at both unit A and C:
“Well yes, I do visits to workplaces. Sometimes on my 
own,  sometimes  together  with  the  practice  planner 
whom is the one identifying and customising the train-
ing place. We often ask the client what they find inter-
esting and motivating. For example, one of my clients 
is interested in animals so recently we arranged a train-
ing place in a nearby pet shop. Our practice planner is 
really good at finding good matches”.
Continuous  assessment  of  needs  using  the  CAN-
scale were mentioned at unit B. Cooperation with a 
nearby  municipality  was  described  as  problematic 
by unit A. Lack of daytime activities for elderly clients 
(>65 years) were addressed as a barrier to the coor-
dination work at unit B. Unclear communication with 
the Swedish Social Insurance Agency was mentioned 
by unit C.
Theme B: Psychotic symptoms. Regarding both direct 
and  indirect  planning  activities  related  to  psychotic 
symptoms, the coordinators primarily mentioned inter-
actions  with  physicians,  social  workers  and  staff  at 
the addiction treatment and preventive team (ATPT) 
an independent special team in the psychiatric out-
patient care that provides consultation and support to 
the units and serves psychotic clients with addictive 
problems. Contacts with relatives were mentioned on 
a few occasions. Flexible planning routines was men-
tioned as a strength at unit A. Continuous contact with 
clients were described as a factor helping the coordi-
nation work at unit B. Shared responsibilities and joint 
coordinators were mentioned as a strength at unit C. 
Regarding barriers to the coordination work, unclear 
roles were mentioned at unit A. Unit B did not describe 
any  current  condition  hindering  the  coordination   
work, but unit C did comment on the limited access to 
medical records:
“That is a problem. I work in the council next to staff from 
the municipality and I do have access to our physicians’ 
record notes. But my colleague doesn’t have access to 
the same medical record system. I do think we should 
have a shared system because the risk of errors and 
mistakes will then be much smaller. Today, I think it is 
important for me to inform my colleague about our cli-
ents’ medical status to avoid contacts with aggressive 
clients”.
Theme C: Authorities and financial issues. The coor-
dinators  primarily  mentioned  contacts  with  lawyers 
and  the  Swedish  Social  Insurance Agency  as  cen-
trally related to contact with authorities and help with 
financial  issues.  Contacts  with  physicians  and  rela-
tives were only mentioned on a few occasions. Factors 
helping current coordination activities mainly covered 
broad contacts within the society, here exemplified by 
the coordinators at unit A:
“We keep in touch and communicate with various author-
ities like lawyers for debt collection, the count adminis-
trative court and even the district court. All contacts start 
from our clients needs. Sometimes this is problematic 
due to unclear roles and boundaries. It is not always 
clear what to do because we have our tentacles in so 
many places. There is no clear cut boundary between 
Stockholm council and the municipality and sometimes 
one have to stop and ask if this really is within my area 
of competence”.
Preventive  measures  and  personal  skills  to  identify 
early signals indicating financial problems for clients 
were described as strengths at unit C. Inflexible author-
ities and unclear roles were addressed as a barrier to 
the coordination at unit A. Work overload on legal rep-
resentatives were described as a hinderance at unit B. 
No barriers were mentioned at unit C.
Theme  D:  Interaction  with  family  and  relatives. The 
coordinators primarily described the network meetings 
and interactions with associations for relatives includ-
ing education. The local unit for recently hospitalised 
clients  was  also  frequently  mentioned  as  a  central 
instance. Concerning factors helping the coordination 
work on interaction with family and relatives, no help-
ing circumstances were made explicit at unit A. The 
coordinators at unit B and C mentioned the network 
meetings and support from the local unit of recently 
hospitalised clients as helpful cases. Regarding barri-
ers, low communication with relatives was mentioned 
at unit A and B:
“I wish there were more communication with relatives 
and that there was a stronger network surrounding our 
clients. Something bigger than us as coordinators, that 
is one thing I would like to improve but I don’t think we 
have any methods for that so it is hard for me to say 
how to do it in practice. One objective this year and 
the next are to invite relatives more often to our CAN- 
assessment sessions”.
Theme  E:  Drug  and  alcohol.  Regarding  both  direct 
and  indirect  planning  activities  related  to  drug  and 
alcohol  abuse,  the  coordinators  primarily  mentioned 
interactions with the addiction treatment and preven-
tive team (ATPT). Interactions with relatives were only   
mentioned in exceptional cases. With reference to fac-
tors  helping  the  coordination  work,  some  emergent   This article is published in a peer reviewed section of the International Journal of Integrated Care   6
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patterns  become  evident—all  units  described  the   
ATPT as a central instance:
“We have had a close and well-built cooperation stand-
ing  for  many  years  with  the  addiction  treatment  and 
preventive team. Today, we do have some clients regis-
tered here at our rehabilitation unit, which we, for some 
period of time, transfer to the local psychiatric addictive 
team for careful drug or alcohol treatment. After that, 
they return to our rehabilitation unit.
Neither unit A nor B expressed any factors hindering 
the coordination work related to drug and alcohol. The 
coordinators  at  unit  C  mentioned  unclear  routines, 
which in turn indicate role ambiguity. Figure 1 sum-
marises the main interview findings.
In Figure 1, central planning activities and resources 
are organised along the five areas of need summaris-
ing identified main factors helping and hindering the 
coordination. The endpoints of each axis summarise 
identified helping aspects and barriers. Among help-
ing aspects, a common denominator related to joint 
efforts and shared responsibilities manifest. Regard-
ing barriers, a common denominator related to unclear 
roles and routines became dear. The ambiguity was 
described both in relation to internal contacts with col-
leagues and also associated to external contact with 
authorities.
The Camberwell Assessment of Need
Data on The Camberwell Assessment of Need scale 
reflecting the clients’ satisfaction was used to assess 
the set of outcomes. Figure 2 summarises the clients’ 
self-assessments regarding their satisfaction with the 
help received from the coordinators.
Figure 2 shows the results on 1262 clients’ self-ratings 
regarding  perceived  satisfaction  with  help  received. 
Clients  without  any  self-reported  needs  have  been 
omitted from the summary above. Comparing the cli-
ents’ self-ratings 1997/98 and 2008, development on 
all five areas becomes clear; daytime activities (+27%), 
psychotic  symptoms  (+6%),  money  (+11%),  interac-
tion with family and relatives (+8%), drug and alcohol 
(+15%). Overall, the results show that the number of 
clients satisfied with the help received has consistently 
increased during the given case period.
Discussion
The addiction treatment and preventive team (ATPT) 
within the psychiatric outpatient care was described 
as  a  central  element  by  all  coordinators. As  indi-
cated by others [29, 30] the observed results give 
strength to the importance of incorporating special 
Main influences:
[+] The practice planner
[-] Unclear contacts with authorities
Main influences:
[+] Shared responsibilities
[-] Partial access to medical records
Main influences:
[+] Shared network meetings
[-] Lack of communication with relatives
Main influences:
[+] Broad contact areas
[-] Inflexible authorities and unclear roles
Main influences:
The ATPT
The ATPT
Social workers Relatives
Physicians
Psychotic symptoms
Coordinators
supporting clients
Interaction with family
and relatives
Authorities and financial issues
Legal representatives
Physicians
The Swedish Social Insurance Agency
Relatives
Network meetings
Associations for relatives
Unit for recently hospitalised clients
Drugs and alcohol
Daytime
activities
[+] Joint efforts with the ATPT
[-] Unclear coordination routines
Employers
The Swedish Social
Insurance Agency
Practice planners
The preparation group
Figure 1.  Central planning activities and resources arranged in a network.International Journal of Integrated Care  – Vol. 10, 25 August 2010 – ISSN 1568-4156  – http://www.ijic.org/
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teams  in  mental  health  care.  Based  on  the  gen-
eral characteristics of the ATPT, the element might 
be important to include in other mental health ser-
vices  trying  to  achieve  proper  integration  [31].  On 
the negative side, context factors such as financial 
savings, role ambiguity and unclear guidelines were 
described as hindering circumstances in the current 
situation. The factors contributing and explaining this 
are worth closer examination and more research. For 
instance, inflexible authorities and unclear roles were 
addressed as a barrier to the coordination and, as 
identified elsewhere, this type of relations and inter-
action between governmental levels in a multi-level 
governance system affect public organizations, their 
tasks, functioning and autonomy [32]. The findings 
also  indicate  that  the  current  system  for  medical 
records unavailable for municipal staff might result 
in  redundant  administrative  work.  Implementation 
of shared medical records may help to strengthen 
the consortium’s holistic approach and also contrib-
ute to the important aspect of building trust in inter- 
organisational  collaboration  and  care  coordination 
[33]. Regarding data validity, the selection of coor-
dinators via the first line managers entails the risk of 
positive sampling but the observed results indicate 
no or little such bias since both strengths and weak-
nesses were identified at all units.
Another finding was that the number of clients satis-
fied with the help received has consistently increased 
during  the  given  case  period.  The  observed  CAN   
results on client satisfaction with help received dur-
ing the examined period lend strong support for pro-
gression on integrated staff activities. It is likely to 
assume that the CAN results reflect the introduction 
and  development  of  joint  coordinators  in  1997/98 
but  more  research  on  mechanism  explaining  the 
outcome is still needed. The applied study design   
was  limited  in  identifying  and  separating  other 
changes likely to have had an influence the observed 
CAN  outcome  but  the  study  was  able  to  identify 
structural  and  process  changes  which  make  the 
observed client outcomes likely. As regards aspects 
of internal data validity, the observed CAN results 
converge with the interview findings and the embed-
ded idea of successive advances within the mental 
health consortium.
Conclusions
Well-organised  cooperation  between  health  and 
social services has been difficult to achieve in Swe-
den and elsewhere. Given the study aim, to docu-
ment  and  describe  a  well-established  coordination 
structure within a mental health and social care con-
sortium, and to explore these structures impact on 
care organisation and client outcomes, this study has 
gone someway towards describing how to develop 
network  structures  for  coordination.  This  paper 
described areas where there was some evidence of 
effective care coordination. Factors that help and hin-
der care coordination were identified, suggesting ele-
ments to be included in further research. The research 
also identified issues for further development—one 
lesson for current policy on integrated health care is 
that joint coordinators for each client may be suited 
to some situations where full structural integration is 
not possible. Another lesson, based on the idea of 
improved patient quality through coordinated care, is 
to adapt the core work of the local addiction treat-
ment and preventive team for psychiatric outpatient 
care.
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Figure 2.  CAN data reflecting client satisfaction with help received from the 
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